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The relation of hysteria and the various forms of insanity 
is in some measure twofold: first, the insanity having hyster¬ 
ia associated with it; and secondly, hysteria in which insanity 
complicates. These borderland distinctions it is not always 
easy to differentiate, but it is very important to make them, 
since the medical jurisprudence and prognosis of the case will 
depend upon the right interpretation. 

In this short paper, it is, therefore, the writer's intention 
not to dwell upon the diseases, insanity and hysteria, separ¬ 
ately, but of those associations of the two which are the more 
confusing to the physician. Granting that hysteria is not, in 
the true sense, mental alienation in the vast majority of in¬ 
stances, it would seem better to keep clear of the phrase “hy¬ 
sterical insanity" as applied to a minimum of cases of a pe¬ 
culiar type of insanity associated with hysteria, and, indeed, a 
part of it, as H. C. Wood well points out. And in these cases, 
from a jurisprudence point of view, we must, of course, as¬ 
sume responsibility of commitment to an institution, though 
it will be much rarer to resort to this extreme than in other 
cases of mental disease. Dr. Folsom, quoted by Wood, gives 
a very lucid description of “hysterical insanity", in which 
the bizarre hysteria as usually seen in any other of its protean 
manifestations, whether of special sense, of sensory, or of 
motor disturbance, or of simulation of organic disease, is 
shown in the mental type of the queer psychosis in question, 
to wit: Folsom says hysterical insanity “is characterized by 
extreme and rapid mobility of the mental symptoms—am¬ 
nesia, exhilaration, melancholic depression, theatrical display, 


*Read before the College of Physicians of Philadelphia, Decem¬ 
ber 4, 1901. 
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suspicion, distrust, prejudice, a curious combination of truth 
and more or less unconscious deception, with periods of men¬ 
tal clearness and sound judgment, which are often of greater 
degree than is common in their families; sleeplessness, grot¬ 
esque and distressing hallucinations of sight, distortion and 
perversion of facts rather than definite delusions, visions, hy- 
paresthesias, anesthesias, paresthesias—abortive or sensa¬ 
tional suicidal maneuvers, occasional outbursts of violence, a 
curious combination of unspeakable wretchedness alternat¬ 
ing with joy, generosity, selfishness—of gifts and graces on 
the one hand, and exactions on the other. One such person 
in the house wears out and outlives, one after another, every 
healthy member of the family who is unwisely allowed to de¬ 
vote herself with conscientious zeal to the invalid.” 

The writer has a case of hysteria under his care at the 
present time, in a young woman, aged seventeen years, who 
has been of good intellect, perhaps the brightest of a family 
containing seven children. During the past four years she 
has had one or two attacks in which she becomes secretive, 
goes without food for several days at a time, and in the last 
attack, beginning in January, 1901, the condition of depression 
was associated with hysterical outbursts of crying, although 
she never had a convulsion. Four weeks previous to com¬ 
ing under our care in November last, she suddenly, while in 
the picture of physical health, began to go without food, and 
this her family persists was kept up for eight days; she im¬ 
agined also that the X-rays had been used upon her and had 
burned her; that blood had been taken from her head, and that 
her head had been “sewed up,” and she was surely going to 
die. She persisted in taking no food in spite of family solici¬ 
tations, and of her physician, Dr. W. F. Haines, of Seaford, 
Del. A week previous to her coming to Philadelphia, she be¬ 
gan to expectorate large quantities of blood-tinged mucus. 
We could get no speech from her, the patient casting her 
eyes in disdain toward the doctor and nurse, occasionally 
answering a persistent question in monosyllables. She had 
become physically wasted and anemic. (Hemoglobin, 80 per 
cent.; red blood-corpuscles, 3,800,000.) 
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Isolation from her family, forced feeding through the 
stomach-tube, static electricity, with massage, have greatly 
improved her physical condition. Occasionally she will have 
an outburst of temper only to relapse into apparently studied 
depression. It should be stated that there is no history of 
hereditary mental disease in her family. The absence of a 
true dementia in the symptomatology, but rather the pseu¬ 
do-melancholia described, makes us place the patient in the 
category of hysterical insanity, and that the hope for cure will 
come through physical betterment and morale. While she 
has never shown suicidal tendencies, nor do I believe she 
would take her life, at the same time it may be advisable to 
place such a patient in an institution for mind diseases, which 
may tend more than anything else to arouse her conscience 
to the fact that she can help herself. 

Dr. S. Weir Mitchell has given us the most comprehen¬ 
sive regime for the successful management of hysterical dis¬ 
ease. It is not the purpose of this paper to rehearse treat¬ 
ment. 

Having studied and reported a case of this hybrid disease 
(hysterical insanity), the more unusual psychosis, we should 
like to give a few facts, even if not new, which will aid in the 
diagnosis between the (a) hysteria complicated by insanity, 
and (b) insanity associated with the previous hysteria, as men¬ 
tioned in the beginning. The most difficult pure mental dis¬ 
ease to distinguish from hysterical insanity is hebephrenia, or 
the paranoic insanity of adolescence so-called. In this there 
may be physical signs of degeneracy. When these are ab¬ 
sent the mental symptoms alone will be, perhaps, diagnostic 
— i. e. y excitation of the depressive emotions in the form of a 
dementia rather than melancholia will prevail as the type of 
alienation, the patient being more disposed to wander away 
from home, to show no systemized studied desire to annoy 
her caretakers, and, withal, to show especially the lack of 
moral responsibility. 

In a paper read before this College in January, 1900, what 
we considered a typical example of the latter form of mental 
alienation, which was diagnosed from hysteria by the differ- 
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ential points given above, seemed pretty clearly to be com¬ 
plicated at least by intestinal auto-intoxication, so that anti¬ 
septic treatment directed toward the alimentary canal was a 
measure added as an adjunct to forced feeding that cured the 
patient, if we may call it such, since no relapse has taken 
place in ov£r two years. Intestinal antisepsis in the case re¬ 
ported to-night has seemed to better the physical state, for 
she is gaining weight, and pallor is giving way to a pink skin. 

Hysteria as a clinical entity may develop, as is well known, 
beyond the essential stigmata of this psychosis, three aspects :* 
first, the emotional element more particularly; secondly, the 
physical state, such as paralysis, sensory or motor; and third¬ 
ly, the clinical side may be specially shown in disturbance of 
organs such as the heart, stomach, etc. In our experience 
this first subdivision—that is, of hysteria without physical or 
objective symptoms—is the type that may be complicated 
more frequently by insanity of one form or another, and this 
is usually a form of mania. Such a case we have recently 
seen, where the mania with delusions followed pronounced 
hysteria due to overwork, the patient having been hysterical 
long before insanity set in. Forms of delusional insanity of 
slow onset in the hysterical subject are more likely to occur, 
however, where the mind is given suggestion by some physi¬ 
cal defect, as in cases of hysteria with anesthesia or a motor 
palsy in the symptom-complex. "The auto-suggestion 
through the paralysis mentioned on the hysterically enfeebled 
mind may produce, therefore, a true delusional insanity which 
may be quite intractable after recovery of all other evidences 
of hysteria per se. This is also true of the hysterical cases of 
the third group—that is, with symptoms referable to various 
organs of the body and in proportion as hereditary influences 
are of a markedly neurotic kind—as, for instance, in a woman 
under our care at the present time who has the delusion of 
having cancer of the breast, even after the physical demon¬ 
stration has been made of its absence, and who promptly 
transferred the delusion to one of the stomach during a re¬ 
cent attack of influenza of gastro-intestinal type. This wo¬ 
man is eminently hysterical, and we might say, a case of de- 
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lusional insanity. The heredity being good, however, if the 
hysteria can be cured by suggestion and general upbuilding 
of the system, we feel the patient will recover from the mild 
delusional alienation. 

To make it clear that hysteria is engrafted upon an in¬ 
sanity is the more difficult problem. Since we are disposed 
to interpret confusion, delusion, or exaltation as symptoms 
of the mental disease, it will be practically ‘impossible to de¬ 
termine hysteria established upon a subacute mania. When 
it comes to melancholia or dementia, it seems to us it is im¬ 
possible to distinguish a hysteria that may complicate the 
mental condition and produce, therefore, the picture of insan¬ 
ity plus hysteria. Such a state is different, as mentioned in 
the beginning of this short paper, from hysterical insanity, 
as we have tried to make plain; and distinct from hysteria 
plus insanity (usually a mania occurring in the hysterical sub- 
ject.) 

This subject is thought fitting to be presented more from 
a prognostic point and the jurisprudence aspect, since it is 
often most difficult to decide when a case should be commit¬ 
ted to an institution for the treatment of the mind; and this 
the more important, because the presumed stigma of being 
committed to an asylum does exist among the laity, so it is 
our duty to keep out of the asylum the case that will recover 
by private treatment. We must weigh the family history and 
physical condition of the patient before committing any case 
of mental disease to an asylum, but we should hope to be the 
last not to commit the case that is likely to do injury to him¬ 
self or others. Even in the case of hysterical insanity, so- 
called, it may be desirable to commit the patient as a dernier 
rcssort. Sometimes these patients may commit suicide from 
mere devilishness more than from any true insanity, as in the 
case referred to at the outset; and if this girl does not im¬ 
prove we shall deem it wise to commit her to an institution 
within a month. The more closely we study the individual 
case of alienation the less easy it is to decide the prognosis, 
unless we do weigh seriously the varying symptoms (fre¬ 
quently confused) of that bizarre disease hysteria so frequent- 
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ly associated with insanity, as it has been our effort to empha¬ 
size. 

If this short contribution will but stimulate a desire and 
endeavor to seek for the hysterical element in insanity and 
the close individual study of the case, it will not have been 
in vain. The one aspect that hysteria is apt to take in in¬ 
sanity, besides its well-known grotesque features, is exempli¬ 
fied by the entering into any case of mental disorder of a large 
element of the personal desire to trap the examiner, and the 
patient frequently shows her hysterical mental state in the 
spirit best manifested by the non-medical word disdain. 



